###### Strengths and limitations of this study

-   The study provides detailed insights of how Japanese retirees utilise healthcare service in Malaysia.

-   It reveals factors that affect the healthcare service utilisation patterns among Japanese retirees in Malaysia.

-   The research does not focus on specific ailments such as hypertension, diabetes, cardiovascular diseases and rheumatism, but, rather, centres on general health ailments experienced by Japanese retirees living in Malaysia.

-   A qualitative study with recruited participants describes only a specific phenomenon; for better generalisability of the findings, a quantitative study that gains a representative sample of Japanese retirees in Malaysia is required to objectively measure the perceptions of crucial themes such as health beliefs, medical symptoms and health insurance of retirees living abroad.

Introduction {#s1}
============

International retirement migration (IRM) is a growing phenomenon on a global scale.[@R1] Retirement abroad is also popular among Japanese retirees.[@R6] For 9 consecutive years since 2006, Japanese retirees have ranked Malaysia as the most preferred country abroad to retire in.[@R7] Malaysia My Second Home (MM2H) was launched in 2002, which is a long-term residency programme to attract foreigners who meet certain criteria---providing proof of financial assets and simple health records---to be granted a multiple-entry social visit pass visa for up to 10 years.[@R8] [@R9] The Malaysian government invests considerable efforts to promote the country as a retirement destination for Japanese, by holding information seminars in various cities in Japan.

For Japanese retirees who utilise this programme, the primary purpose for choosing Malaysia is to enjoy living in a warm climate, to explore the cultural and natural attractions that the country offers, and to take advantage of the relatively inexpensive living cost.[@R10] Although there are many benefits of retiring abroad, there are also some concerns. Elderly Japanese retirees who live abroad face some difficulties, especially in adapting to the different culture. However, perhaps the most important concern among elderly retirees in general, and not only to those from Japan, is healthcare service. At old age, many retirees have chronic ailments such as arthritis, diabetes, hernia and high blood pressure.[@R11] To maintain their health and to seek treatment when needed, they visit clinics and hospitals in Malaysia.

In Malaysia, Japanese retirees may experience difficulty in accessing medical service because the healthcare system is different from what they are familiar with. Although a number of studies exist in Europe and the USA, there has been a paucity of academic research in areas of retirement abroad in Asia from the perspective of Asian retirees.[@R2] [@R12] In Malaysia, some studies have examined the motivation of Japanese retirees who live in Malaysia from a tourism perspective; however, research focusing on medical and healthcare issues among them does not exist.[@R9] [@R11] [@R13] Therefore, the main objective of this study is to examine the factors that affect healthcare service utilisation among Japanese retirees in Malaysia. To gain a structured understanding of the issue, we adopted the Andersen Healthcare Utilisation Model (AHUM) as the conceptual framework for the research\'. There are three factors in the AHUM that explain the individual\'s healthcare service utilisation, and these are 'predisposing characteristics', 'enabling resources' and 'need'. 'Predisposing characteristics' include variables such as age, gender, marital status and educational level. 'Enabling resources' are what support or impede a patient\'s access to healthcare. While 'need' is the perceived and evaluated requirements of the patients. This model was originally developed in the USA in the 1960s, first focusing on the family as a unit of analysis in healthcare service utilisation. It has been critically reviewed and adopted by other researchers, to become a more robust model, encompassing a wide variety of issues associated with healthcare service utilisation.[@R16] The model has been applied to the research analyses of homeless people,[@R17] equitable healthcare service for patients with cancer[@R18] and medication adherence in older adults.[@R19] [Figure 1](#BMJOPEN2015010668F1){ref-type="fig"} shows the simplified version of the AHUM.

![Simplified version of behavioural model of health services use adopted from Andersen Healthcare Utilisation Model (AHUM).](bmjopen2015010668f01){#BMJOPEN2015010668F1}

Methods {#s2}
=======

Study design {#s2a}
------------

This qualitative study uses the directed content analysis method.[@R20] We summarise the study findings using the AHUM as a conceptual framework, and extend the theory by adding new findings to the existing information. We conducted focus group discussions (FGDs) and semistructured interviews[@R21] to examine the factors influencing healthcare service utilisation among Japanese retirees in Malaysia. This inductive approach allows the discovery of pertinent perspectives in healthcare service utilisation among them.

Definitions {#s2b}
-----------

Using the directed content analysis method, we prepared three categories of predetermined codes prior to analysis of the transcripts\'. [Table 1](#BMJOPEN2015010668TB1){ref-type="table"} shows the list of coding categories, their operational definitions and predetermined codes.

###### 

List of coding categories, operational definitions and predetermined codes

  Coding categories              Operational definitions                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               Predetermined codes
  ------------------------------ --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  Predisposing characteristics   Any variable that is considered a predisposition of an individual. Demographic characteristics such as age, gender, marital status and education level, occupation and ethnicity, are the examples of predisposing characteristics. Also, health beliefs are considered to be one of the predisposing characteristics, such as attitudes, values and knowledge about healthcare. In addition, a broader concept of predisposing characteristics encompasses social networks and interactions that individuals have.   ▸ Chronic symptom history▸ Health beliefs▸ Personal health practices (diet, exercise, etc)▸ Preventive health behaviours▸ Social network and interaction▸ Values and cultural norms
  Enabling resources             Any variables that support or impede a patient\'s access to healthcare are generally considered as enabling resources. Financial factors such as economic status and health insurance determine healthcare service utilisation. Lack of the enabling resources may delay the healthcare service utilisation.                                                                                                                                                                                                          ▸ Distance to hospitals▸ Health insurance▸ Transport to hospitals▸ Waiting time
  Need                           Any variables for need consist of perceived and evaluated need. Perceived need is the need created based on how people judge their general health status. Emotional response to pain and illness are also included in this category. Evaluated need is the judgement made by medical professionals regarding the need for healthcare provision to the patients.                                                                                                                                                       ▸ Perceived need▸ Medical symptoms▸ Satisfaction of received healthcare▸ Self-rated general health status▸ Worry about their health condition

Participants {#s2c}
------------

We conducted six FGDs[@R22] with 30 Japanese retirees who reside in two cities in Malaysia: Kuala Lumpur and Ipoh. The participants were 16 males and 14 females, aged from 54 to 79 years (average age 65.2 years). Of the 30 participants, 16 retirees were couples. The majority of the participants (18 of the 30) had a university degree. The average stay in Malaysia was 5.5 years, with minimum stay half a year and maximum stay 20 years. The participants were recruited using the snowball sampling method.[@R23] Those who agreed to take part in the discussions were requested to suggest other Japanese retirees whom they thought would be interested in taking part in the next discussion. Additionally, we used a members-only social network site (SNS) webpage (<http://malaysia-navi.vivian.jp/sns/>) for Japanese retirees who reside in Malaysia, to announce our FGD meetings, and recruitment was made by sending emails and messages to the retirees.

We also conducted in-depth interviews (IDIs)[@R24] with eight people who provide services to Japanese retirees in Malaysia, among whom are government officials, travel agents, hospital managers and Japanese interpreters in private hospitals. They were purposively chosen and a request for an interview was sent via email, fax and regular mail.

Data collection {#s2d}
---------------

We developed a discussion guide for a FGD and an interview guide for an IDI, which explained the study objective, and guided the participants through the discussion and interview. The FGD and IDI guides were developed in English as well as Japanese, and the first author (AK) carried out both FGD and IDI. FGD guides were pilot tested against two Japanese retirees and minor corrections were made according to the feedback received from them. The FGDs were conducted at Japan Clubs in Kuala Lumpur and Ipoh, and in a shared condominium space where one of the participants lives. They were conducted during the period of January--March 2015, with each FGD lasting, on average, 2 h. Participants were asked about their general experience with regard to their healthcare service utilisation in Malaysia. This included their common practice in healthcare utilisation, worries and concerns, decision-making and satisfaction. For IDIs, we conducted the interviews at the work places of the participants. All the interviews took place in a quiet room where privacy was assured. IDIs were conducted from February--July 2015, with an average duration of 1 h for each. Prior to conducting the interview, we explained the purpose of the study and gained the participants\' consent for their involvement. We enquired about their perceptions of the Japanese retirees\' characteristics, the MM2H programme and how Japanese retirees utilise healthcare services in Malaysia. With permission from the participants, all FGDs and IDIs were audio recorded.

Data analysis {#s2e}
-------------

All FGDs were carried out in the Japanese language, while for IDIs, some were carried out in English and some in Japanese. The FGDs and those IDIs in Japanese were later translated into English. We managed the data using QSR NVivo 10 software. Data saturation from the FGDs and IDIs was reached after conducting five FGDs and seven IDIs. At that stage no new themes emerged even by adding additional data.[@R25] The analysis method employed directed content analysis, guided by the three categories specified in the AHUM.[@R26] This study followed the items in the consolidated criteria for the reporting qualitative research (COREQ) checklist.[@R27] As depicted in [table 1](#BMJOPEN2015010668TB1){ref-type="table"}, healthcare service utilisation is grouped into three categories: predisposing characteristics, enabling resources and need.[@R16] [@R26] [@R28] The operational definitions of three coding categories were developed prior to analysis, by taking into consideration the AHUM\'s concepts.[@R26] [@R28] After the initial coding process, we checked the data fitness to predetermined codes by reviewing the coded transcripts against the definitions of the coding categories, as listed in [table 1](#BMJOPEN2015010668TB1){ref-type="table"}. Then, based on the frequency of participant\'s mentioning the codes, the important themes were selected. When we discovered discrepancies between the predetermined codes and the findings, the differences were considered to be the gap that exists between theory and actual cases. The gaps were assigned new codes (refer to [box 1](#bx1){ref-type="boxed-text"}). Box 1List of newly added codesCodes▸ Language barrier▸ Voluntary health repatriation to Japan▸ Psychological support▸ Having multiple appointments in one visit▸ Healthcare information from other Japanese retirees▸ Outreach and educational activities by hospitals▸ Second opinion▸ Advanced medical services in Malaysia▸ Change in lifestyle patterns

Results {#s3}
=======

For the purpose of this study, we chose only one theme from each category (construct) in the AHUM, and elaborated on it in detail. The three selected themes are health beliefs (representing 'predisposing characteristics'), health insurance (representing 'enabling resources') and medical symptoms (representing 'need'). We additionally discovered another three themes with the highest frequency in terms of participant numbers that are uniquely important to the retirees, but not within the AHUM codes. These were language barriers, voluntary health repatriation to Japan and psychological support.

Health beliefs {#s3a}
--------------

Within the coding category of predisposing characteristics, a total of 80% of the FGD participants and 88% of IDI participants mentioned health beliefs. According to Andersen, health beliefs include a wide range of personal thinking and behaviours such as attitudes, values and knowledge that people develop throughout their lives, pertaining to healthcare services. Health beliefs influence the way people formulate ideas about the need for healthcare services.[@R28] For Japanese retirees in Malaysia, the beliefs had been established beforehand, through their previous encounters with healthcare services in Japan. Any negative discrepancy between the medical systems in Japan and Malaysia would be perceived as unfamiliar/unacceptable medical services. We recorded a specific element commonly rooted in the perception of Japanese retirees in Malaysia. They placed equal emphasis of both the actual medical treatment/procedure and the mental care needed by them from healthcare providers, to provide support and alleviate their anxieties when going through the medical treatment/procedures. For this reason, those physicians who take time with their patients to explain processes in detail and who provide immaculate management and handling of patients were preferred by the Japanese retirees. Here, Japanese interpreters in private hospitals play a crucial role to ease their anxieties while the Japanese retiree patients receive medical treatment/undergo procedures in Malaysia."Basically, I adopt (the idea of) preventive medicine, I try various things to not become sick, so, about the worries and concerns, I do not have. Up until now, I\'ve been having medical check-ups once a year in Japan, and now I am looking for a medical institution in Malaysia which can offer me a similar level of service. (Male Japanese retiree, FGD1)""The systems, the doctors, they operate within the hospitals, are individually owned, and the medical staff belong to the hospitals, so, between the doctors and the staff, the relationship, I thought it is not the same (as the case in Japanese hospital), so the nurses won\'t tell the doctors immediately, I suspect that that kind of thing exist. (Female Japanese retiree, FGD2)""Well, the physicians, they skip their explanations sometimes. Because they don\'t have time. So, the patients, even though they hear about the name of their diagnosed ailments, even in Japanese language, sometimes it is difficult to understand. So, I explain that to the patient in Japanese language, but they say "what is it?" There are many cases. Then, I try to break it down to easy words and add an explanation. Otherwise, the patient cannot understand. (Interpreter, IDI7)"

Some people have preconceived ideas about their health ailments, and even though the diagnoses are made by the doctors, these people are unable to instantly change their mindset, so they are not convinced about the diagnoses. In such cases, the role of the healthcare provider is to provide the correct name of the ailment, as well as to correct all the inaccurate self-health assessments that the patients had prior to visiting the hospital."Well, perhaps, the disease for internal organs, when they experience the pain in the left shoulder, and they suspect the heart disease. They saw the information on the Internet, and definitely, that is what they have, they believe strongly so, and they go to the hospital, there are many who are like that. So, for those people, we need to show the objective data, in that case, we need to show the blood test results, and the diagnostic imaging results, and based on these information, we explain to them, and overall, that is not the problem, and there is no problem with the blood test, we explain, and after all, it must be the muscle pain, we explain to them. (Interpreter, IDI7)""Well, the shockwave I received (in Malaysia for ureteral calculi) it was hurting me a lot after I received treatment. In my family, as most of my brothers have the same symptom, they say it was not like that, it did not hurt. I went back to a hospital in Japan, as I thought, well, the power (of the shockwave), it was too strong. So, in the case of Japan, they prefer safety and reassurance first, so (the power is) small, and hit it three or four times, but in here (Malaysia), in one time, they take away big time. I was bleeding badly, I think. The doctors in Japan said my kidney was swollen. (Female Japanese retiree, FGD2)"

Health insurance {#s3b}
----------------

Within the coding category of enabling resources, a total of 67% participants and 88% of IDI participants mentioned health insurance. The AHUM considers insurance as an incentive mechanism to increase healthcare usage.[@R26] [@R28] In this study, we found that most Japanese retirees preferred to use a cashless service (ie, health insurance) that they subscribe to. Using the service, the transaction is dealt with directly by hospitals and insurance companies. Therefore, for some retirees, healthcare insurance coverage is the key determinant in selecting a hospital."Then, I went to private hospital next, in that case, I used the medical insurance, but that takes a lot of time... we have to write a lot, but, that is cashless, so it is very helpful. As I was having ureteral calculi, that shockwave and the hospitalization for 1 or 2 days, cost about 400,000 yen. So, the insurance is invaluable. (Female Japanese retiree, FGD2)"

Medical symptoms {#s3c}
----------------

Within the coding category of need, 67% of the FGD participants and 50% of IDI participants mentioned medical symptoms. Perceived need is a crucial factor in the AHUM. Andersen and Davidson[@R28] explained that perceived need is largely a social phenomenon, stemming from the proactive desire to seek out healthcare services. Health symptoms experienced by Japanese retirees in Malaysia vary greatly, and include those of dermatology, gynaecology, autoimmunity, otolaryngology, ophthalmology, orthopaedic or cardiovascular or psychiatric conditions and of gastroenterology. Also, there are common types of chronic illnesses such as diabetes and hypertension. There are frequent cases of infectious diseases such as dengue, influenza and food poisoning. Basically, these medical symptoms can be categorised as acute or non-acute. It should be highlighted that acute symptoms are more common among Japanese retirees in Malaysia, who often embark on an active lifestyle. Those who appreciate the outdoors and play sports commonly experience unexpected injuries and pain, as well as contracting infectious diseases. Ageing and having a weakened immune system may exacerbate these symptoms."For the diabetes, usually I go to internal medicine department and the ophthalmology department. So, these two points, it will all be the follow-ups. The internal medicine, well, the measured value for diabetes are the blood sugar level and A1C level. And in ophthalmology department, first of all, they observe the ocular fundus. Those are the regular checkups that I receive. And, in addition, I also do my visual field test. As I may have higher chances of getting glaucoma, now, I try to prevent and receive the checkup. (Male Japanese retiree, FGD3)""Every day, because there are a lot of sunshine, the exhaustion of physical strength, that is probably the reason. We have many patients with shingles. (Interpreter, IDI7)"

We also identified three themes that are not described by the AHUM, but that are important in their influence on healthcare service utilisation among Japanese retirees in Malaysia. These are language barriers, health repatriation to Japan and psychological support.

Language barriers {#s3d}
-----------------

A total of 80% of FGD participants and 100% of IDI participants mentioned a language barrier. Communicating with physicians and nurses in English is difficult for most Japanese retirees, especially when they first visit the hospitals. With the availability of Japanese interpreters in some private hospitals, retirees can be informed of their symptoms and understand the diagnosis in Japanese. However, the medical systems and healthcare services in Malaysia differ from those in Japan. When patients visit a hospital for the first time, they need to receive orientation guidance in order to go over the anticipated medical treatment/procedures with the Japanese interpreters. Many Japanese retirees as well as Japanese interpreters commented on the expected service when a new patient visits the hospital for the first time."And then, they took me to the emergency, and they examined me, and did the testing, and various things, but well, because of the language problem, and there were no explanations, I was not sure what they did to me, and the injection, what was in it, I didn\'t understand, so for that reason, I was very anxious. (Female Japanese retiree, FGD2)""So, not only about diagnosis, but as there are some patients who cannot speak English at all, the way of receiving diagnosis, and how to deal with the reception, and depending on the diagnosis, there are tests afterwards, such as X--rays and respiratory test, so how to go through these? Then, at the end, to receive medication at the pharmacy, and how to make the payment, and how to apply for the insurance claim, those, all of them, I help with. (Interpreter, IDI6)"

Health repatriation to Japan {#s3e}
----------------------------

A total of 60% of FGD participants and 100% of IDI participants mentioned voluntary health repatriation to Japan. It is surprising but an understandable fact that many Japanese retirees go back to Japan when they have a serious illnesses. From the standpoint of the destination country, this phenomenon is a missed opportunity for the healthcare industry. There are several reasons why these retirees prefer to return to Japan for treatment. For example, when surgery is required, it is a big life event, so the Japanese retirees prefer to choose a hospital in their home country, to eliminate worries of miscommunication in a foreign country and culture. Also, when family support is direly needed, it is most desirable to be near to relatives and family members. The Japanese retirees expressed their intention to return to Japan if some serious health deterioration were to occur."And, if there is something big to our health happened, it is probably better that we return (to Japan). If nothing happened, and everything goes well, we want to stay longer. I feel like that now. (Male Japanese retiree, FGD1)""For now, I am thinking, I should go back to Japan and receive medical treatment. That is my honest feeling. (Female Japanese retiree, FGD3)"

Psychological support {#s3f}
---------------------

A total of 50% of IDI participants and 7% of FGD participants mentioned receiving psychological support and treatment. Some Japanese retirees in Malaysia experience symptoms of insomnia, depression and adjustment disorders that warrant psychological or psychiatric care. These retirees may need a medical prescription or counselling; however, the language barrier limits their access to such healthcare, even with the help of Japanese interpreters. Some developed the symptoms prior to arriving in Malaysia, while others experienced them while living in the country. For some retirees living in Malaysia as a couple, it is often the case that only one of them is more enthusiastic about living abroad, while the other does not necessarily look forward to making such a change. Other factors such as the character of the individual, the drastic change in the living environment and communication issues, are intertwined, causing some Japanese retirees in Malaysia to experience psychological disturbances."Well, the doctor says "Well, let us relax a little bit more". Because you are coming here (in Malaysia) to enjoy. But, they cannot relax. Their character does not allow it, as they have been like that all these while, so it would be difficult to change their way, and because the surrounding environment is not that way, they feel the stress, I think. (Interpreter, IDI7)""The psychiatric department is difficult. The counselling, well, even the doctors in Japan, some of them do it thoroughly, and the others, they won\'t even listen to you and just prescribe the medication. Well, as I am not good at English, well, the counselling, I do not expect that much here (in Malaysia). (Female Japanese retiree, FGD5)."

Discussions and conclusions {#s4}
===========================

The themes of health insurance, medical symptoms and psychological support will be omitted from the discussion as the management is largely carried out by medical providers (eg, doctors and insurance company). In this section, we prioritise the themes that illustrate the internal aspects of Japanese retirees, and the conditions that can be managed by awareness programmes on medical services and culture in Malaysia. These themes are health repatriation to Japan, health beliefs and language barriers.

The emotions rooted behind the decision for voluntary health repatriation to Japan can be reasoned out. To understand their justification for such behaviour, we need to focus on their emotional transition. When one\'s health condition deteriorates, or when one is diagnosed with a serious ailment, the mind is preoccupied with a pessimistic outlook. Makowski *et al*[@R29] commented that the elderly are more likely to avoid potentially negative situations by using their prior knowledge and wisdom. They implement situation selection strategies and choose what they consider to be the best solution to the given situation. For most Japanese retirees in Malaysia, going back to Japan (their homeland) to receive medical treatment is the safest and most feasible option. This reality poses challenges to healthcare providers and policy makers in Malaysia. To provide medical services to Japanese retirees in this country, healthcare providers not only have to deliver high quality healthcare, they must also ensure a satisfactory explanation and emotional reassurance. A study on the causes of suffering among patients in emergency rooms revealed a significant contribution of both physical pain and emotional distress.[@R30] This observation was replicated in this study among Japanese retirees in Malaysia, with some highlighting the importance of both physical and psychological care. Healthcare providers in Malaysia need to be mindful of these holistic needs, which should be for Japanese retirees, as well as for all patients in general.

Andersen argued that, in order to bring changes to healthcare service utilisation, the variable must be changeable, or 'mutable', so that the status of influence to the patients can be modified with intervention.[@R26] For this reason, demographic variables, such as age and gender, are not suitable variables for focus of intervention, as these cannot be altered. Health beliefs,[@R26] on the other hand, can be modified, when new and appropriate information is provided to the patients, to educate and provide better awareness of the Malaysian medical system. The health beliefs among Japanese retirees in this country are characterised by narrow-mindedness, sometimes even prejudice, largely preconditioned by their satisfactory past experiences with the healthcare services in Japan. Based on this positive experience, they stereotype what healthcare services should be. We propose that an awareness programme be carried out, either by private hospitals or by the Malaysian government, to condition Japanese retirees to embrace and adapt to the Malaysian ways in healthcare service provision.

Language barriers are not merely the inability to comprehend a language, but also a lack of capacity to communicate with the physicians and nurses when diagnosed, with pharmacists when receiving medication and with receptionists when making payments. Therefore, various types of miscommunication are prone to occur among Japanese retirees in Malaysia. Furthermore, to decipher what is said and not said by the healthcare providers is confusing. Some Japanese retirees also make their own diagnoses, based largely on internet research or inferences drawn from their previous experiences with healthcare providers in Japan. The assistance of Japanese interpreters enhances their capacity to comprehend the language, but the communication aspect of language barriers is harder to overcome, even with the help of the interpreters. A sense of autonomy is missing, as communication efforts made by the patient go through the mind filter of the interpreter. Communication is not just about exchanging words, but also about sharing emotions. Establishing personal relations with harmonious interdependence is valued highly in some Asian cultures.[@R31] In the Japanese culture, harmonisation is most crucial and important for satisfactory healthcare delivery and encounters. Facial expressions and eye contact are also important elements in communication. Non-verbal communication strategies can fill the voids created by lexical differences within the Japanese and English languages.[@R32] Therefore, it is important that physicians, if even with a few words, talk directly with Japanese retiree patients, without the help of interpreters. Such outreach must be offered by physicians, nurses and hospital staff, to assure foreign patients that smooth communication is possible even without understanding all the words.

The strength of this study is its provision of in-depth insights into how Japanese retirees utilise healthcare services in Malaysia. In addition, this study reveals the factors affecting healthcare service utilisation patterns of Japanese retirees in Malaysia. A limitation is the lack of focus on specific ailments. By narrowing the research focus to specific ailments, such as hypertension, diabetes and depression, for example, the healthcare service utilisation pattern could be tailored more precisely for medical treatment, support and procedures. However, this study aimed to grasp the overall trends of healthcare service utilisation among Japanese retirees in Malaysia, to establish general baseline issues, evidenced from multiple perspectives and stakeholders. Other studies about healthcare service utilisation of retirees highlighted such topics as physicians\' expression of personal interest in patients, length of time taken for an appointment and availability of physicians when needed.[@R5] These were the views expressed by retirees in Western countries, and may differ from those of the Japanese retiree population. Another limitation is the choice of the method---a qualitative study---the results of which only represent the reality of the participants on a specific phenomenon. A quantitative study can further measure and quantify factors that affect healthcare service utilisation among Japanese retirees in Malaysia, the results often allow generalisation of the findings. In future, we plan to carry out quantitative research to quantify and verify the issues that we found in this study.

In conclusion, this study provides detailed and in-depth insight pertaining to healthcare service utilisation among Japanese retirees in Malaysia. We discovered that social issues such as language barriers and emotional reassurance closely influence the experience in healthcare service utilisation among Japanese retirees in this country. Hospital managers and policymakers need to be mindful of the importance of these two elements, to be incorporated in the planning and instituting of superior healthcare services and delivery especially to Japanese retirees. Future study may examine the satisfaction with healthcare services in Malaysia, and perhaps explore aspects of healthcare service utilisation for specific medical ailments (eg, hypertension, diabetes and depression). Medical services in Malaysia need to make a continuous effort to examine the ever changing and varied needs of MM2H participants to further attract a greater number of inbound retirees, and ensure the sustainability of this programme. Other than benefiting foreign retirees, improved healthcare services will eventually benefit the general population in Malaysia.
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